transformation in organisations. 2 Kotter's eight steps include establishing urgency, forming a powerful coalition, creating a vision, communicating the vision, empower ing others to act, creating short-term wins and consolidating and institutionalising new approaches. 2 The NRAHS process was affected by the 2005-2006 restructure of NSW Health, but ultimately became stronger after the Mid North Coast Area Health Service and NRAHS merged to become North Coast Area Health Service. During 2002 , within the former NRAHS, it was recognised that the existing SFWP Working Group was ineffective because it lacked influence. The Chief Executive therefore established a high-level Smoke Free Steering Committee, which he chaired, and a Smoke Free Co-ordinator was appointed to facilitate the transition. This began a five-year process of sustained engagement to bring about effective change across the health service.
2002: leadership, sharing the vision, mapping and consultation
In late 2002, a forum was held for senior managers and union representatives to prioritise tobacco control and address participants' concerns. Following the forum, where attendance was compulsory, the Co-ordinator met with managers, union representatives and staff across the NRAHS, presenting the reasons for addressing tobacco (503 people in 29 sessions). Concerns were voiced as were valuable ideas, which were subsequently developed. These consultations revealed that many staff had a poor understanding of tobacco addiction and nicotine titration and dosing. Many staff members, both smokers and nonsmokers, were resistant, believing the smoke-free policy offended smokers' 'rights', could lead to violence, was impractical or would just 'never happen'.
It emerged that some settings had a 'culture of smoking', with considerable positive social reinforcement through shared breaks with colleagues in smoking areas. In mental health, Aboriginal health and youth work settings, it was not unusual for staff to smoke with clients during health service delivery. It was also accepted practice for staff to facilitate the smoking of inpatients by helping them to smoking zones, and some emergency department staff kept cigarettes for patients to help manage behaviour. Exposure of staff to second-hand smoke was common.
Changing attitudes and behaviour regarding tobacco is challenging because nicotine is a drug of dependence and smokers need to dose themselves frequently to avoid withdrawal. 3 This had implications for how staff managed smoking of inpatients in smoke-free hospitals, and also for the approximately 22% of staff who smoked at the time that the policy was launched. 4 While many staff became champions of the policy, not all could separate their personal smoking from their professional role.
Implementing the policy therefore involved a transformational effort in a large organisation, covering human resource management, corporate governance, workforce development and clinical care. However, the challenges of implementation were matched by corresponding opportunities for tobacco control. With a workforce of approximately 8000 people and a large public interface, the now-amalgamated NCAHS has a large potential to deliver congruent messages about tobacco control to the population.
In response to the issues that emerged from mapping and consultation, the Health Promotion Team in NRAHS developed an innovative approach to change attitudes and behaviours across the workforce. Because of anxiety about the policy, this needed to acknowledge both think-
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ing and feeling elements to bring the majority of staff 'on board'. The project was renamed Smoke Free Health Care (SFHC) to signal that this was about improved care when addressing tobacco wherever it intersected with the health service. Effective intervention incorporated both the delivery of evidence-based care for tobacco dependent patients and the delivery of congruent 'tobacco messages' via environmental policies. The clinical and environmental dimensions were conceived as interdependent: success in one domain supported success in the other.
Since the scope of the organisational change was broad, health settings were addressed sequentially, starting with community health. The primary tool in changing the thinking, beliefs and behaviours of staff was mandatory education. This education that reached the majority of staff across NCAHS ( Evaluation showed that these one-hour sessions delivered by a persuasive and credible communicator could significantly shift knowledge and beliefs, and increased workers' intentions to discuss smoking with smoking clients whenever possible. 5 These sessions became the model for implementing all smoke-free guidelines and policies. Despite anxieties expressed at the beginning of the change-management process, the Smoke Free Community Visits Policy was implemented without difficulty and was well accepted by clients. This success provided leverage when it came to addressing smoking in inpatient facilities.
Smoke-free initiatives were presented to the peak Mental Health Community Participation Forum, and were made a standing item on the NRAHS Aboriginal Health Council. Early on, some Aboriginal Health Workers expressed concern about the smoke-free policy. It was agreed that smoke-free initiatives should be conveyed through stories in the Aboriginal media and letters to Aboriginal Land Councils. A culturally appropriate leaflet was developed asking Aboriginal clients to protect the health of staff by making their home smoke-free during health service delivery.
The implementation experience of Smoke Free Community Visits involving shifting staff through anxiety-resistance-adaptation was repeated as SFHC actively sought to change norms in successive health settings through compulsory education. Once managers and staff were given well researched information, anxiety abated and staff began to believe that smoke-free policies might work. Good compliance outcomes could only be achieved if there was a critical mass of staff willing to approach those smoking on health sites and ask them to take their cigarette off health grounds.
2003-2004: developing a means to care for inpatients who smoke
Following the mapping phase, a NicotineAddiction Clinical Advisory Group (NACAG) was created via a partnership with NCAHS Chronic Care to develop a best practice guideline for the management of nicotine-dependent inpatients, underpinned by the option of nurse-initiated nicotine replacement therapy (NRT). Formalising this important process took longer than anticipated because of the discrepancy between the evidence for NRT safety and the overly cautious contra-indications on product information. During the 4 weeks before the hospital went smoke free, compulsory 1-hour Smoke Free Transition education sessions were provided for nursing and allied health staff. These sessions covered the reasons for going smoke free, compliance management, tobacco addiction and treatment and the Guideline. The Guideline was also explained to senior and junior medical officers at a hospital Grand Round, which presented evidence-based treatment for tobacco addiction.
In addition to these education sessions, flexible education was provided via the Smoke Free Quiz. This tested knowledge regarding tobacco addiction, compliance and clinical management and clinical teams could compete for a small prize. The quiz focussed attention on the smokefree launch day, enabled managers to show their strong support for the process, and generated an atmosphere of goodwill.
The affective side of the change management process was also addressed by two humorous costumed figures called 'Nic n Tina' -the 'cold turkeys'. The appearance of Nic n Tina helped switch anxiety to humour while drawing attention to the smoke-free launch date. Their narratives reinforced key educational messages, and they also attracted media coverage.
The continuation of weekly ward audits for eight weeks after the Tweed Hospital went smoke free provided quantitative evidence that there had been an increase in the provision of information to patients about smoking and the provision of NRT for patients and staff (Table 1) . Nursing staff commented that most inpatients were now abstaining from smoking during their admission. Anecdotal reports indicated that some staff had quit smoking and that those who continued to smoke were leaving the site to do so.
Transferring the vision to other sites
The pilot at Tweed Heads enabled the refinement of what became known as the smoke-free transition blitz, an intensive period of intervention in the weeks before making a hospital smoke free, with the goal of increasing the capacity to manage nicotine-dependent patients while changing the culture of smoking. The blitz contained the following elements:
• 
Review processes and outcomes
In order to help anchor the behavioural changes in organisational culture, a review of hospital sites was conducted 4-12 months after each site went smoke free. Senior managers were interviewed about their perceptions of the change process, and opportunistic interviews provided a sample of staff responses. Site inspections revealed that, in general, there was good compliance from staff, patients and the public, and that the 'disaster scenarios' anticipated by some staff did not eventuate. While most of the smoking behaviour had shifted off-site, there were still some occasions when inpatients and staff smoked on the grounds of hospitals. These reviews showed that a positive approach from managers and staff could produce good public compliance even in challenging environments such as needle syringe programs and emergency departments. Unexpected positive outcomes were noted, such as the observation that staff time was no longer absorbed by taking patients outside to smoke. A site review report was provided to the hospital executive team as evidence of effective management of tobacco, for their accreditation process.
During the review process there were many reports of staff who quit smoking as a result of the site going smoke free. A survey conducted at Maclean and Grafton Hospitals revealed that the staff smoking rate had dropped after those sites went smoke free (Table 1) .
Ward audits conducted at the Tweed Hospital before and after implementation showed that SFHC resulted in an increase in information about smoking being provided to patients, NRT being offered to patients, and nicotine withdrawal monitoring (Table 1) . However, subsequent site reviews at 15 hospital sites and three clinical site audits conducted after the intervention also revealed that a significant number of tobacco-dependent patients continued to receive suboptimal clinical care for nicotine depend-ence ( Table 1) . One of the greatest challenges of implementing the smoke-free policy was that no part of the clinical system carried responsibility for updating clinicians on evidence-based treatment of tobacco dependence. SFHC sought to deal with this deficit by providing ward resource kits and extensive compulsory education during implementation. However, the issue of where responsibility rests for ongoing education of clinical staff in treatment for tobacco dependence remains uncertain, presenting a risk to sustainability.
Conclusion and recommendations
While there has been a range of successful outcomes, the issue of suboptimal clinical management of nicotine dependent inpatients is yet to be resolved. This reflects ongoing barriers, mainly related to the fact that no part of the clinical system is responsible for knowledge mobilisation in the clinical field of tobacco addiction and treatment. Indeed, while the prevention end of the health service continuum is clearly carried by population health services, there is no clear carriage for the treatment end of this continuum in the clinical services. While SFHC has been successful in changing the culture of smoking in health settings, there is clearly further work to be done to ensure that evidence-based treatment for tobacco addiction is underpinned by clinical structures.
